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Evacuation of the wounded begins on the battlefield when medical aidmen treat the wounded where they 
lie. At the aid station they are given more treatment, segregated according to the seriousness of 
their wounds and prepared for further evacuation. The more seriously wounded are quickly air lifted 
to a MASH for emergency surgery. 


Less seriously sick and wounded UN personnel are evacuated from a railhead by railroad ambulances. 
Near Yonchon, Korea, Eighth Army medics supervise the removal of ambulatory and litter patients for 
transfer to a MASH or Evacuation Hospital. Those sick and wounded who require more definitive treat- 
ment and convalescence are evacuated by hospital train to hospitals farther down the peninsula. 


While enroute they are constantly attended by doctors, nurses and medical corpsihen whose every hour is 
dedicated to the welfare and comfort of the patient. At a railhead in the south of Korea the patients 
are off-loaded at an Evacuation Hospital where their physical condition is thoroughly evaluated. Those 
patients whose condition is such that hospitalization is indicated in excess of Eighth Army holding 
policy are then flown to hospitals in Japan. 
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141ST GENERAL HOSPITAL HOST FOR REGIONAL MEDICAL CONFERENCE 


The 14lst General Hospital played host to the one- 
day Regional Medical Conference, JLCOM, on 20 June 
1952. A feature of this conference was the inclu- 
sion of Dental Corps and Army Nurse Corps panels. 


Papers presented at the medical session included 
"Non-Gonococcic Urethritis," by Major Edward Gart- 
man, MC, Chief, Urology Section, 14lst General Hos- 
pital; "Untoward Reaction to Blood Transfusion," by 
Dr. William C. Moloney, Professor of Clinical Medi- 
cine, Tufts College Medical School, Boston; "lrau- 
matic Diaphragmatic Hernia Repair," by lst Lt Emory 
G. West, MC, Chief, Radiological Service, US Army 
Hospital, Fukuoka; "Intramedullary Fixation of Frac- 
tures," by lst Lt Ray A. Haag, MC, 141st General 
Hospital; "Peptic Ulcer,” by Dr. Thomas S. Sapping- 
ton, Associate in Medicine, George Washington Uni- 
versity School of Medicine, Washington, D. C.;"Psy- 
chological Aspects of Upper Gastrointestinal Dis- 
orders (Part I)," by Capt Milton LeVine, MC, 14lst 
General Hospital; "Psychological Aspects of Upper 
Gastrointestinal Disorders (Part II)," by Capt Clif- 
ton C. Rhead, Jr., MC, 14lst General Hospital; "Met- 
abolic Aspects of the Management of Gastrointestin- 
al Disease," by Dr. Thomas S. Sappington; "Newer 
Aspects of Red Cell Antigen and Antibody Reactions," 
by Dr. William C. Moloney. 


The Dental Corps panel, held in the Camp Hakata Of- 
ficers Open Mess, discussed the following subjects: 
"Menagement of War Wounds" by Colonel James E. 
Chipps, DC, Consultant in Oral Surgery, Far East 


Command; "Periodontia," by Colonel Alfred E. Toye, 
DC, Chief, Dental Service, Tokyo Army Hospital; and 
"Fractures of the Jaw," by Colonel Chipps. 


In the hospital Administration Building, papers pre- 
sented to the Army Nurse Corps panel included "The 
Army Nurse as a Head Nurse," by Major Edith Aynes, 
ANC, Chief Nurse, JLCOM; "Aspects of Hemorrhagic 
Fever,” by lst Lt Alberta Carlson, ANC, Osaka Army 
Hospital; "Nursing Care of the Hepatitis Patient," 
by Capt Mary V. Duncan, ANC, 14lst General Hospital; 
"Treatment of the Neuropsychiatric Patient with In- 
sulin and Electric Shock Therapy," by Capt Ruth E, 
Smith, ANC, 14lst General Hospital; "The Cold In- 
jury Section," by lst Lt Elizabeth Kantzer, ANC, 
Osaka Army Hospital, and "The Patient in the Respi- 
rator," by lst Lt Carmel Iannace, ANC, US Army Hos- 
pital, Fukuoka. 


The combined assembly was greeted and addressed by 
Major General William E. Shambora, MC, Chief Sur- 
geon, Far East Command; Brigadier General James P. 
Cooney, MC, Surgeon, JLCOM; Colonel Roland K.Charles 
Jr., MC, Commanding Officer, 14lst General Hospital; 
Colonel Lyman C. Duryea, MC, Commanding Officer, US 
Army Hospital, Fukuoka; and Colonel Charles L. Leed- 
ham, MC, Consultant in Medicine, Far East Command. 


Chairmen for the conferences were Lt Colonel John J. 
Folk, MC, Lt Colonel Ivan C. Dimmick, MC, Capt Frank 
E. App, USAF (MC), Colonel Wayne A. Hayes, DC, and 
Lt Colonel Marian York, ANC. 


COLONEL JOHN M. SALYER NEW FEC SURGICAL CONSULTANT 


Colonel John M. Salyer, MC, was recently designated 
as the FEC Surgical Consultant, to replace Colonel 
Walter H. Matuska, MC, who was reassigned to the 
Tokyo Army Hospital as Chief of the Surgical Ser- 
vice. 


Colonel Salyer, a native of Tennessee, received his 
AB degree from the University of Kentucky in 1955, 
and his MD degree from Vanderbilt University Medi- 
cal School in 1938, Subsequent to his graduation 
from Vanderbilt, Colonel Salyer took a surgical in- 


° 


ternship at the Vanderbilt University Hospital. 


Prior to his current FEC tour he completed a one- 
year residency training period in general and thor- 
acic surgery at Fitzsimons Amy Hospital. Before 
assumption of his present duties, Colonel Salyer 

was the Chief of the Surgical Service, 382d General, 
Hospital. He is a Diplomate, American Board of Sur- 
gery; a Fellow, American College of Surgeons; and a 
Member, Denver Academy of Surgery; in addition to 
membership in other societies. 
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THE STANDARDS OF MILITARY PRACTICE IN THE ARMY* 


Dr. Edward D. Churchill, John Homans Professor of Surgery, Chief 
of the General Surgical Services, Massachusetts General Hospital 


Doctors, of all people,should 
be able to understand the Amy, 
but, verhaps more frequently 
than others, they are likely 
to be frustrated by it. This 
happens the moment the doctor 
becomes personally involved 
and before he has any real 
concept of the organization 
and its purpose. The moment 
a doctor gives way to frustra- 
tion and reacts emotionally, 
*\ he can see nothing good in 
~ —.. the Army and becomes resent- 
"Mi ful toward it. I can assure 
you that the only way to ad- 
just yourself is to meet problems on an intellec- 
tual rather than an emotional level. Once you do 
that, you begin to realize that you are part of a 
well-organized institution, and one that will chal- 
lenge you to put forth your best efforts toward 
achieving high standards of medicine. 


A military organization is a segment of our society 
temporarily set apart for a specialized function; 
somewhat like an athletic team, with its own train- 
ing schedules and training tables, set apart from 
the rest of the student body. Army doctors are a 
cross-section of all the doctors in the country; 
they are no better and no worse. An Army can't be 
any better or any worse than the society from which 
it is drawn -- not, at least, in this country. But 
the members of this group, like the members of an 
athletic team, are trained to work together toward 
a specific and limited objective -- namely, the de- 
fense of the society of which they are a part; from 
which they came, and to which they will return. 


No man, or committee, or group of committees could 
ever design an Army. An Army isn't built that way. 
It's not only too complicated but it has to work in 
common purpose with the society from which it is 
drawn. In other words, the Army organization has 
evolved as a specialized part of society as a whole 
and parallel with it. No physiologist could design 
a lung, a kidney, or a stomach. They are products 
of evolution, and the sams is true of this very com- 
plex, integrated, social organization -- the Army. 


Any fool can come into the Army, look around the 
first day and say, "This should be done differently. 
I know a much better way to do it.” You might stop 
a truck loaded with ammunition on its way to a dump 
in the combat zone and say to the driver, "The car- 
buretor in your truck is no good. I can give you a 
much better one that will get you there quicker and, 
what's more, it will save gasoline, which is in 
short supply." It is quite true that you might in- 
stall a carburetor that would get him there faster 
and that would save gasoline, but what will happen 
if the carburetor breaks down and the truck driver 
doesn't know how to repair it or there are no spare 
parts available? The truck driver knows that he 
can get to his destination and back again with the 
carburetor that he is familiar with, and will not 
take any chances with the new type of carburetor 
you recammend when he already has one that will en- 
able him to accomplish his mission. In this enor- 
mous organization it is easy to make a change on pa- 
per but to actually bring about a change it is nec- 
essary to make all the intricate readjustments in 
every area affected. 
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Within its organization, the Army has developed a 
medical service which can have no other standards 
than those of civilian medical practice. Excellent 
organization may enable it to exceed civilian medi- 
cine in efficiency. Time after time I've seen woun- 
ded men saved who would have died if they had landed 
on the doorstep of our very finest civilian hospi- 
tals. On the whole Joe Doakes gets better medical 
care in the Army than he would in his own hame town. 


To achieve this level of efficiency, some restric- 
tions must be placed on the professional functions 
of the doctor, and it is this restricting influence 
that irks most doctors upon entering the service. 

An understanding of the purpose of these restric- 
tions is essential. Once a doctor knows why he is 
being asked to do a thing in a certain way, he usu- 
ally, after batting his head against the wall for a 
little while, will begin to understand. In the Amy, 
as in any large organization, there is always con- 
flict between complete individual freedom of action 
and some centralized control. The old argument be- 
tween the state and federal govermments rightly 
holds that centralization of authority will result 
in atrophy of local resourcefulness and vigor of ac- 
tion. It's the constant dilemma in any form of or- 
ganized society. Everyone in medicine fully appre- 
ciates that administrative techniques cannot be sub- 
stituted for alert medical practice. 


Centralization of authority also creates a point of 
leverage on which pressure can be applied by groups 
or individuals to introduce some new pharmaceutical 
product or change technical procedures. In civilian 
practice, such a product or procedure stands or falls 
by the jury judgment of all practitioners. They may 
adopt it for awhile, then drop it. Quite often there 
is a great to-do in the medical journals about some 
new operation which, eventually, fades into oblivion 
The Army recognizes the danger of this pressure and 
you have no idea how much time is spent in giving 
fair consideration to new products or procedures and, 
at the same time, resisting the pressure to adopt 
them. 4 reasonable degree of centralization of au- 
thority in technical procedures is very difficult to 
maintain, It is so likely to result in what Winston 
Churchill has called "exalted brooding" over the wak 
of others. It is vital to medicine that the policy- 
makers and plamers keep close to the impact of ac- 
tual experience. 


I can assure you that the Army is fully aware of the 
threat to effective action that comes with too great 
centralization. Many medical officers in the field 
seem to think that some gray-haired, irritable, old 
general or colonel in Washington, who has not been 
out of an armchair for forty years, writes the direc- 
tives. The Army safeguards against the danger of 
this "exalted brooding" by allowing a man to stay 
in Washington only so many years before moving him 
again into the field. 


To appreciate fully the decentralization that actu- 
ally exists in the Amy,one must have the opportun- 
ity to view the organization at various levels, in 
overseas service and in the continental United 
States. The Army places great store on the impact 
of experience, rather than the blue print. It very 
watchfully guards against interference by higher 
headquarters in the operational activities of smal- 
ler units. Only by having operational and tactical 
responsibility delegated to those actually carrying 


it out can effective action be achieved. Any clever 
person can make plans for winning a war -- if he has 
no responsibility for consummating them. 


As you know, running down through this vast organi- 
zation are the nerve fibers of executive responsi- 
bility -- commonly called the chamnels of command-- 
necessary for effective decisions. Decisions are 
made by the men held accountable for carrying them 
out. As a supporting technical service, medicine 
must be responsive to the command line of adminis- 
tration and, except for certain minor operational 
tasks involving executive responsibility -- chiefly 
centered in hospital administration,the doctor does 
not command, he advises. His advice may be accepted 
or it may be rejected. Ingenuity and resourceful- 
ness on the part of the doctor is encouraged, so 
long as he is definitely and effectively subordin- 
ate in status to the commander who carries the line 
of executive responsibility. And that is the way 
it should be. The trad‘tional role of the doctor is 
to advise the patient, not to command. In civil 
life the doctor advises his municipal authorities 
concerning hospital facilities to be provided; it 
is the responsibility of the mayor and the city fa- 
thers to provide them. The doctor is consulted be- 
cause of his expert knowledge, and is judged by the 
soundness of his advice, rather than by his ability 
to compel obedience or to invoke sanctions if his 
advice is not followed. The moment a doctor steps 
out of his advisory role in relation to his patients 
or toward social organization--municipal, state or 
federal, military or non-military -- he loses his 
effectiveness. Don't undervalue your function as 
advisors. Accept it and be proud of it. 


Quite separate fron command chamels are the tech- 
nical channels of the Medical Department. Techni- 
cal bulletins and directives are summations of 
technical policies recommended by the Medical De- 
partment. In certain instances, principally those 
with administrative implications, the Medical De- 
partment may issue its directives through command 
channels, for instance, when the Chief of Staff 
wishes to leave no alternative as to whether sol- 
diers are to receive inoculations against tetanus. 
Under such circumstances action is not left to the 
discretion of the local group; they must give the 
inoculations because the directive has been phrased 
as an order. The Medical Department avoids the use 
of command channels insofar as possible in the trans- 
mission of professional advice and policies. 


It is very difficult to phrase technical advice as 
an order because exceptions are so frequently en- 
countered in which responsibility should rest upon 
the judgment of the medical officer on the scene. 
Take the use of the tourniquet as an example. Many 
committees of surgeons have struggled to formulate 
rules governing its use in freshly wounded casual- 
ties. A tourniquet is a life-saving device, yet at 
the same time a deadly device. It is just as impor- 
tant as the knife of a surgeon and just as dangerous 
if not properly used. How can orders possibly be 
formulated concerning its use? In the elective use 
of the tourniquet in civilian surgery it is easy to 
hold fast to a rule that the tourniquet be loosened 
every half hour. To apply the same rule along the 
line of evacuation, from battalion aid through the 
collecting company and the clearing canpany to the 
forward hospital,would be far fron realistic because 
the loosening of a tourniquet may be followed by ra- 
pid exsanguination and death. Consequently, medical 
officers must distinguish immediately between a tour 
niquet applied by non-medical hands and one applied 
by a medical officer. The former should be challenged 


and usually removed by the first medical officer who 
sees the patient. When a medical officer applies a 
tourniquet and evacuates the casualty one must as- 
sume that he had a very good reason for doing so. A 
medical officer has the knowledge required to weigh 
the hazards of ischemia, of nerve paralysis, and of 
the likelihood of causing gas gangrene against the 
necessity for controlling hemorrhage. Consequently, 
unless he has written instructions on the emergency 
medical tag that the tourniquet is to be loosened, 
it should remain in place until preparation has been 
made to deal with the consequences of its release by 
a blood transfusion. There are no directives or or- 
ders that will insure the correct use of a tourni- 
quet because leaving it on can be as dangerous as 
taking it off. This is an example of procedure in 
which the judgment of the medical officer on the 
scene must be relied upon. 


In general, technical bulletins and directives are 
sincere efforts to inform the individual medical of- 
ficer of methods and procedures best adapted to mil- 
itary usage. Doctors need that information and need 
it badly. It should be welcomed and a medical offi- 
cer should only reject the advice when existing cir- 
cumstances leave no reasonable doubt as to tho wis- 
dom of an alternative course. Such circumstances 
may arise, and one may inquire what is a reasonable 
doubt? It's not a whim, or a fancy. It's not a be- 
lief based on an emotional approach to a problem, 

or a belief that despite lack of experience, you 
know a better way. Technical directives and bulle- 
tins are the products not only of accumulative ex- 
perience but of constant research carried on within 
the Amy or research with which tne Army is closely 
associated, They are the products of long-range 
planning. I can assure you that these bulletins 

are given the most expert thought and preparation 
and that the professional policies issued over the 
name of The Surgeon General of the United States 
Army are the best guidance available. The Surgeon 
General turns for advice to the committees of the 
National Research Council, assembled fran top flight 
professional personnel throughout the country. 


I was giving some examinations a week or so ago for 
the American Board of Surgery and also for intern- 
ship appointments. I took occasion to ask each can- 
didate whether, if he were embarking with a forward 
mobile hospital, he would requisition a supply of 
ACTH and cortisone to take with him. About 75 per- 
cent of the candidates said they would. "What are 
you going to use it for?"I asked, They didn't quite 
know, but they felt sure it would come in handy. 
Imagine the reactions of these surgeons if the Sur- 
geon General said, "There are no indications for 

the use of ACTH and cortisone in the type of case 
treated by a mobile hospital." They will immediate- 
ly jump to the conclusion that the Army has never 
even heard of ACTH and cortisone. Actually, the 
Surgeon General would be following the advice of 
Colonel Stone, in consultation with committees that 
meet every month to discuss this very problem. 


There is a mass of recorded experience relating to 
military medicine and surgery of which few civilian 
doctors are aware. If they would brush the dust off 
the periodical literature shelf they could find a 
great deal that they need to know, but, since it is 
the general view of the medical profession that any- 
thing over five years old is out of date, they never 
bother. Flying steel has been striking human tis- 
sues for several centuries and surgeons of first 
rate intelligence have been pondering over the re- 
sult during these same centuries. 
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Suppose tomorrow all neurosurgeons put their instru- 
ments on the shelves, stopped writing, and no fur- 
ther work in neurosurgery was done for ten years. 
Then a new group of surgeons started afresh to de- 
sign their own procedures, without consulting the 
vast literature on the subject. It would take them 
a little while, wouldn't it, to reach the point 
where the previous group had left off ten years be- 
fore? 

This is what actually happens in military surgery. 

A year after a war is finished scarcely any of our 
current periodicals will accept a paper on the sur- 
gery of wounds. It becomes a dead subject. Medical 
students are bored if you mention a wound. I have 

an old French book, published in 1791 on the subject 
of wounds by firearms,in which the author states the 
same thing--surgeons in a current war never begin 
where the surgeons in the previous war left off -- 
they always go through another long learning period. 
All military medicine insofar as civilians are con- 
cerned, is a discontinuous specialty, consequently, 
in every new war the same stupid mistakes are made 
again and soldiers lose their lives or limbs, be- 
cause the doctor was ignorant of past experience. I 
cannot overemphasize the need to study military med- 
icine and surgery. 


In the Army one may encounter a different framework 
of emphasis and values from that of civilian medi- 
cine. But a difference in emphasis and values does 
not mean a difference in standards. It means a dif- 
ferent goal -- a different objective. Manpower is 
of primary consideration in the Army and days lost 
from work in a military organization are of para- 
mount importance. This fact is reflected in the 
advice of a technical bulletin or directive. Take, 
for example, the problem of the pilonidal sinus or 
cyst. In any group of six surgeons, probably each 
one would handle a case in a slightly different way, 
depending upon his training and personal experience. 
In the Army there are a great many cases of piloni-~ 
dal sinuses and cysts. Should they be cut out and, 
if so, should they be closed primarily? Should a 
radical resection be done? Professional advisors 

to The Surgeon General said, "Only operate on a pi- 
lonidal sinus when it is supporating and then employ 
drainage. Do not try to extirpate a congenital de- 
fect during a war when every ounce of manpower is 
badly needed." Now, what did that directive accom- 
plish? Over a two-year period, 425,000 hospital 
days were saved. By limiting the surgery to inci- 
sion and drainage, or withholding it altogether, 
1,192 man-years of work were obtained for the Army. 
Do you want 1,192 GI's at work or do you want them 
to be occupying hospital beds for a year. 


It is difficult to stay the hand of the individual 
surgeon when he is an enthusiast for a certain meth- 
ed. A surgeon who has treated fractures with unpad- 
ded plaster will insist that this method should be 
followed in the Army. But if his patients are evac- 
uated in an ambulance over. a rough road they will 
lose their skin. A hanging cast may be admirable 

to correct the deformity in a broken humerus but if 
the patient is placed on his back on an ambulance 
litter he is not going to be happy. It is a highly. 
specialized therapeutic splint but it is not adap- 
ted to transportation. 


I've had long arguments with doctors about the re- 
moval of intervertebral discs. In 1943 it was a 
new procedure and the medical journals were full of 
enthusiasm. During the Southern Tunisian campaign 
Iwas down near Tebessa where one of our best evac- 
uation hospitals was situated. Here, in the middle 
of the desert, surrounded by Arabs, flies and Ger- 


86 


mans, a fine neurosurgeon had operated for an inter- 
vertebral disc. What an anomaly that was to operate 
on that patient way off in a corner of Southern Tun- 
isia in the midst of a war! It was necessary to 
check on how many of these overseas operations for 
intervertebral discs really got a soldier back to 
duty. There proved to be only a fer very exception- 
al cases. This operation was not ruled out altogeth- 
er but it was directed that such an operation must 
have the approval of thé disposition board of a gen- 
eral hospital. That left a loophole to salvage the 
occasional patient with a clearcut diagnosis and 
strongly motivated to return to duty. In my exper- 
ience with hundreds of surgeons and medical officers, 
I'm convinced that, if shown the reason for a direc- 
tive, in nine cases out of ten, they will agree with 
its provisions. 


Resentment is a common response to a directive that 
limits freedom of professional judgment. When the 
commander of an outfit who is on friendly terms with 
the hospital staff, says, "My best sergeant is hav- 
ing trouble with his knee, I wish you fellows would 
fix it up," the surgeon answers "I'd be glad to, but 
we have orders not to do that operation here. It's 
silly to send him back to a general hospital because 
I could do it better, but The Surgeon General won't 
let me." The doctor has tried to increase his own 
prestige at the expense of the Medical Cops of which 
he is a member. Doctors don't always stand on their 
professional dignity and integrity under these cir- 
cumstances. One of the favorite topics at mess ta- 
bles among layofficers and doctors is the management 
of NP's. I've heard the most atrocious advice and 
criticism handed out to staff officers by uniformed 
doctors, completely sabotaging the best efforts of 
the Medical Corps by undermining a trust that should 
be built up. Doctors would not think of doing this 
in private practice. They try to uphold the opinims 
of their colleagues or at least treat them with re- 
spect. But in the Army doctors are likely to forget 
that they are a part of the Medical Corps and that 
everything they tell the layman about the inadequacy 
of the Medical Department reduces the confidence of 
the very people that they are there to support. I 
haven't much patience with these end runs to command 
and you'll find that the Medical Corps hasn't either 
Doctors stand and fall together, and it's only by 
maintaining the professional dignity and the stature 
of the Medical Corps and the Medical Department that 
the mission can be accomplished. A medical officer 
should do everything he can to support the team work 
of the Medical Corps and not behave as an individual 
seeking some special favor or prestige. 


There is a unique dilemma that confronts the doctor 
in uniform. He represents the humanitarian and eth- 
ical standards of society and at the same time he 
represents the military as a soldier. Once a doctor 
relinquishes his ethical standards he is treading on 
dangerous ground, because professional ethics as they 
pertain to the preservation of human dignity and the 
rights of a citizen soldier in a free society, must 
be preserved. Those of you who have read the book, 
The Doctors of iafeny. which showed the degradation 
of a portion of the German medical profession under 
the Nazi regime, will understand what I'm driving at. 
There is a part of the doctor's function which, if 
he will preserve it, is not subject to command for 
it resides in what we recognize as the ethics of 

our profession. Under the trying, emotional and bru- 
tal atmosphere found in warfare,it is of utmost im- 
portance that these ethical standards be preserved. 


*Presented 14 February 1951 to the Medical Service 
Officer Basic Course, Army Medical Service Graduate 
School, Army Medical Center, Washington 12, D. C. 


USE OF GAS WITH RITTER DENTAL UNITS OR TRIDENTS 


The following information is extracted from Port Med- 
ical Supply Information Letter VIII-17, Department 

of the Amy, Office of The Surgeon General, dated 30 
April 1952, and was received from the Ritter Company, 
Inc., Rochester, New York: 


" 'Prestolite' or acetylene gas should not be con- 
nected to any Ritter Units or Tridents. 


"In the construction of our Unit and Trident equip- 
ment, a short length of copper tubing is used to con- 
nect the gas line in the bracket table to the sub- 
base. Acetylene gas, coming in contact with commer- 
cially pure copper, forms unstable compounds, such 

as copper acetylide, which is a detonator. 


"This precaution is brought to our attention by the 
National Board of Fire Underwriters, Pamphlet #51." 


CONTRIBUTIONS SOLICITED FOR "BULLETIN" 


A recent letter from the editorial staff of the 
Armed Forces Medical Technicians Bulletin indicated 
that contributions of articles for publication are 
being sought. 


Created expressly by and for the Medical Service 
Corps and enlisted medical services of the various 
Amed Forces with a world-wide distribution includ- 
ing foreign countries, its welfare and purpose de- 
pend entirely upon contributions of material from 
these individuals. 


"We would appreciate your bringing this matter to 
the attention of your fellow MSC officers and en- 
listed personnel,” the letter stated, "encouraging 
them to contribute their part to make the Bulletin 
'go over'," 


Articles may be addressed, through medical channels, 
to the Armed Forces Medical Publication Agency, 23rd 
and E Streets, NW, Washington 25, D. C. 


SPORTS ARENA DEDICATED TO 7TH INFANTRY REGIMENT MEDIC 


A sports arena carved out of a Korean hillside by 
men of the lst Battalion, 7th Infantry Regiment, 3d 
Division, recently was dedicated in honor of PFC 
John Payne, of Aguilar, Colorado, killed in action 
in April 1952. 


With a seating capacity of 1,200, the arena includes 
a boxing ring, volley ball court and the necessary 
facilities for showing motion pictures. 


In dedicating the memorial, the battalion commander 
cited Private Payne's heroic actions on the night he 


was killed during a heavy barrage of mortar fire. 


"On the fifth night of April, 1952," the commander 
said, "Private First Class Payne accompanied a re- 
inforced squad fram the second platoon of Company 

A to an outpost. At 2100 hours, under a heavy vol~ 
ume of mortar fire, the outpost was attacked by the 
Communists. Private First Class Payne checked and 
administered medical aid to the wounded, moving them 
out of range of enemy fire and continuing on his way 
to tend new casualties. While carrying out this mis- 
sion, he lost his life." 


RECENT DEPARTMENT OF THE ARMY AND FEC PUBLICATIONS 


AR 40-950, AFR 160-21A, C-2, 4 Apr 52: Medical Ser- 
vice - Veterinary Meat and Dairy Hygiene General 

AR 40-635, 1 May 52: Medical Service - Medical Ser- 
vices Account 

AR 40-115, C-1, 2 May 52: Medical Department -Phys- 
ical Standards and Physical Profiling for Enlist- 
ment and Induction 

AR 42-40, AFR 160-26A, C-2, 2 May 52: Disease Pre- 
vention and Control - Quarantine Regulations for 
Vessels and Aircraft of Armed Forces 

AR 40-100, C-2, 28 May 52: Medical Service - Stand- 
ards of Miscellaneous Physical Examinations 

AR 700-51, C-4, 5 Jum 52: Supplies and Equipment - 
Logistic Responsibilities 

AR 40-30, C-2, 10 Jum 52: Medical Service - Con- 
tract Surgeons 
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40-340-6, C-l, 9 Apr 52: 
ing Aids 

SR 615-25-37, 9 Apr 52: Enlisted Personnel - Dis- 
position of Certain Army Medical Service Profes- 
sional Personnel Upon Completion of Reception 
Processing 

310-15-1, 10 Apr 52: 
Training Literature 
310-30-20, 23 Apr 52: Military Publications - 
Standard Abbreviated Job Titles 

600-145-15, 24 Apr 52: Personnel - Retention 
and Utilization of Partially Disabled Personnel 
735-160-21, 28 Apr 52: Property Accountability 


Medical Service - Hear- 


Military Publications - 
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40-635-2, 1 May 52: Medicel Service - Accounting 
for Medical Services 
600-330-1, AFR 125-33A, C-l, 13 May 52: Person- 
nel - Procedures Affecting Military Prisoners 
345-220-5, C-1, 16 May 52: Records Administra- 
tion - Files Utilization Procedures 
605-60-43, C-5, 21 May 52: Officers - Medical 
Officer Procurement - Professional Training Pro- 
grams 
SR 40-930-1, AFM-160-7B, C-2, 27 May 52: 
Service - Veterinary Food Inspection 
SR 310-30-51, 4 Jum 52: Military Publications - 
Authorization for Commercial Vehicles for TO&E 
of Category III Units 
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Medical 


DA Cir 34, 1 May 52: Medical Services Account - 
Change-over Procedures 

DA Cir 37, 13 May 52: Sec IV - Proprietary Label- 
ing of Locally Compounded Products 

DA Cir 38, 15 May 52: Sec II - Mentally Incompetent 
Air Force Member Hospitalized in Army Hospitals - 
Pay and Allowances; Sec VI - US Armed Forces Med- 
ical Journal and Medical Technicians Bulletin 

DA Cir 44, 4 Jun 52: Sec III - Concealment of Phys- 
ical Disability - Discharge Under Provisiors of 
AR 615-366 


ATT 8-21, 9 Apr 52: Training Test for Medical Depot, 
Communications Zone 
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EMERGENCY MANAGEMENT IN THE FIELD OF NEUROSURGICAL CASUALTIES 
Lt Colonel Arnold M. Meirowsky, MC, Neurosurgical Consultant, FEC 


rosurgical intervention is necessary in the 

presence of craniocerebral trauma if life is 

to be saved and if the maximum possible func- 
tion is to be restored. The frequent association 
of intracranial hematomas with penetrating wounds 
of the brain is but one of the many reasons patients 
with craniocerebral trauma should be operated on as 
soon after injury as possible. The availability at 
MASH level of Mobile Neurosurgical Teams makes de- 
finitive neurosurgical intervention possible within 
hours after incurrence of the wound. Helicopter 
evacuation of the casualty from the Battalion Aid 
Station to the Mobile Neurosurgical Team will serve 
to speed up the process of evacuation. The Battel- 
ion Surgeon is in the position to make a substan- 
tial contribution to the welfare of this group of 
casualties by arranging for rapid evacuation to the 
Neurosurgical Team and by adherence to some of the 
principles which have been outlined below. 


| XPERIENCE has shown that earliest possible neu- 


CRANIOCEREBRAL TRAUMA 


Wound Care: A wide area, surrounding the site of 
injury, should be shaved and the scalp be cleaned. 
A dry dressing should be applied, consisting of 
gauze squares and bandage. The use of adhesive 
tape on the scalp should be avoided. In fungating 
wounds, with brain tissue presenting at the surface 
of the scalp, gauze fluffs may be used; care should 
then be taken not to apply the bandage too tight. 
The topical application of sulfa powder or any other 
agents is contraindicated. 


Antibiotics, Chemotherapy: Penicillin 600,000 Units 
I/M b.i.d. and Streptomycin 0.5 gm I/M b.i.d. The 
use of sulfa drugs is contraindicated in the early 
phase of craniocerebral trauma. 


Coma: Because of the existing intracranial tension, 
patients with craniocerebral trauma exhibit various 
degrees of depression of mental alertness. Increas- 
ing intracranial pressure renders the patient stu- 
porous, semicomatose, or comatose. Other signs and 
symptoms of increased intracranial pressure include 
restlessness, nausea, vomiting, incontinence, brady- 
cardia, hypertension, depression and irregularity 

of respiratory rate. 


In the management of the comatose patient, the fol- 
lowing considerations are of vital importance: 


Maintenance of free air passages: Mechanical ob- 
struction of the air passages is a common cause of 
death in the presence of coma. Such obstruction 
can be overcame, and prevented, by intratracheal 
suction and by the positioning of the patient. 
While held at an intermediate station, intratrach- 
eal suction through the nostril should be employed 
intermittently so as to rid the airways of mucus 
plugs. More important than any artificial means 
is the proper positioning of the comatose patient 
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because it prevents aspiration of mucus and vomitus. 
It is highly preferable not to keep the comatose 
patient flat on his back. The most effective posi- 
tion is accomplished by placing the patient on his 
side with hips and knees flexed, the dependent arm 
behind his back, the chest supported by a blanket 
roll, and the head slightly anteflexed, but aligned 
with the spine. In order to oxygenate each lung to 
an equal extent, the patient must be turned from 
right to left coma position as often as every two 
hours. 


Blood replacement and fluid maintenance: Surgical 
shock is not a common sequelae of craniocerebral 
trauma. It may, however, occur because of associ- 
ated wounds or because of blood loss from extensive 
scalp lacerations. It is not advisable to give 
whole blood routinely. It should, however, be ad- 
ministered whenever the RBC is below 4,000,000 and 
the Hb below 14 gms. The patient should be main- 
tained in a normal state of hydration. An average 
of 2500 cc of fluid per 24 hours is adequate. In 
the event that this fluid be administered intra- 
venously, saline should not be used in excess of 
1000 cc of the 24 hour total. 


Urinary output: Many comatose patients are incon- 
tinent of urine. A certain number of patients with 
craniocerebral trauma, however, may have urinary 
retention for which all patients must be examined. 
In its presence catheterization is in order and 
should be repeated every eight hours. Restlessness, 
though commonly caused by increased intracranial 
pressure, may be due simply to bladder distention 
in the unconscious patient. 


Sedatives and Analgesics: The use of sedatives and 
analgesics in the presence of craniocerebral trauma 
is contraindicated for three main reasons: (a) 
Those agents which are sufficiently potent to pro- 
duce sedation and to relieve pain have a tendency 
to increase the intracranial tension and to depress 
respiration. (b) All sedatives and analgesics 
have a masking effect, and may impede the neuro- 
surgeon in establishing indications for neurosur- 
gical intervention. (c) Their effect may be such 
as to delay considerably the ever so necessary 
early surgery. In depriving temporarily the pa- 
tient of rest and relief, it should be understood 
that restlessness and irrationalism are the direct 
sequelae of increased intracranial pressure. This 
condition can be relieved only by surgical inter- 
vention. Sedatives may set up readily a vicious 
cycle by increasing the pressure, by deepening the 
coma and, secondarily, increasing rather than re- 
lieving restlessness. It must be recalled also 
that increased intracranial pressure depresses the 
respiratory rate which may be embarrassed catastro- 
phically by summation of the two factors. 


The irrational, stuporous, or comatose patient is 
rarely sufficiently aware of pain to require anal- 
gesics. The patient with a mild head injury, not 


producing mental derangement and not producing in- 
tracranial pressure, may occasionally complain of 
headache but should be able to tolerate it until 
surgical relief can be afforded. Even in these pa- 
tients, sedatives should not be used, for they may 
mask gradually increasing intracranial pressure and 
may cloud the diagnosis of a developing intracere- 
bral hematoma. 


LACERATIONS OF THE SCALP 


The devastating sequelae of improperly treated 

scalp lacerations necessitate rigid adherence to 
neurosurgical operative methods. Secondary infec- 
tion of a scalp laceration may lead to subgaleal 
abscess, to osteomyelitis, and even to intracran- 
ial infection. A cleanly sutured scalp laceration 
is further mandatory because of the frequent late 
appearance of a neurological deficit as a manifes- 
tation of previously unrecognized intracranial path- 
ology necessitating neurosurgical intervention. 
Among the more frequent injuries of this type, out- 
standing is the tangential bullet wound of the 

scalp without associated bony injury but with under- 
lying extradural, subdural, or intracortical/sub- 
cortical hematoma. An adequate and expedient meth- 
od of surgical repair of a scalp laceration is as 
follows: 


Shave wide area surrounding laceration. 

Cleanse skin surrounding laceration with soap and 
water. 

Prepare skin surrounding laceration with merthio- 
late and alcohol. 

Excise entire skin edge with scalpel. 

Resect all layers of the scalp within the exposed 
area, including the periosteum. 

Irrigate the wound thoroughly. 

Close galea with INTERRUPTED sutures of OO SILK. 

Close skin WITHOUT DRAINAGE with interrupted sutures 
of 0000 SILK. 

Apply dry gauze dressing, best with collodion. 
(Avoid adhesive on the scalp). 

Remove skin sutures after 48-72 hours. 


PENETRATING WOUNDS OF THE SPINAL CORD 


Wound Care: Debridement of the site of penetration 
may be deferred if it is certain that the patient 
will reach the neurosurgical team within twenty- 
four hours. Cleansing of the skin about the wound 
and application of a protective, dry dressing is 

all that needs to be done in that case at the for- 
ward aid station. The topical application of sulfa 
powder or other agents is contraindicated. Adhes-~ 
ive tape should not be employed on anaesthetic skin. 


Only if evacuation should be delayed beyond a 24 
hour period, surgical debridement of the wound in 
accordance with general surgical principles is in- 
dicated. If the wound should be situated in the 
center over the spine, radical debridement and clos- 
ure is justified and desirable in order to facili- 
tate earliest possible laminectomy. A large gap- 
ing wound as such does not present a contraindica- 
tion to laminectomy. Delayed evacuation because of 
the gaping wound is not warranted. Debridement and 
closure can be carried out at time of neurosurgical 
intervention providing laminectomy is performed 
early. 


Antibiotics, Chemotherapy: Penicillin 600,000 Units 
If b.i.d. and Streptomycin 0.5 gm I/M b.i.d. Par- 
ticularly in view of the involvement of the GU 
tract, the use of sulfa drugs is contraindicated 
snegpespenghe and quadriplegic patients. 
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Transportation: The safest method of transporting 
casualties with spinal cord injury consists of lit- 
ter transport in the supine position. Care must be 
taken that the transport litter is well padded with 
blankets thus avoiding contact of the skin with 
rough suraces. In cervical cord injuries, the head 
should be immobilized by small sand bags (or blan- 
kets as substitutes) placed on each side of the face 
and neck, Consideration should be given the fact 
that temperature regulation is greatly disturbed 
below the level of spinal cord injury. In wiriter 
time, body heat must be conserved. The problem is 
even greater in hot summer climate because large 
portions of the body have been deprived of their 
sweat mechanism. For that reason, the employment 
of plaster of Paris casts is unwarranted; also de- 
cubital ulcers may develop under a cast within a 
few hours. 


The lifting of a patient with trauma to the spinal 
cord requires certain precautions. The lift should 
be performed by three men. Two men place themselves 
on one and the same side of the patient. They will 
push their arns under the patient with the elbows 
almost fully extended and with the forearms in a 
supine position. The third man takes hold the pa- 
tient's hand, supporting it and applying a moderate 
degree of traction at the same time. In lifting 
the patient from transport to stationary litter-- 
the latter should be placed at right angle to the 
transport litter--the attendants will turn around 
the axis of the man supporting the patient's head 
and lift the patient on the frame without flexing 
the spine. 


Position: The position of a patient with spinal 
cord injury should be prone or supine. Rather than 
bedding the paraplegic or quadriplegic patient ona 
cot, he is best cared for on a litter which has 
been padded amply with blankets. In order to pre- 
vent the dangerous occurrence of bedsores, he must 
be turned every two hours. This can best be accom- 
plished by the so called litter-turning method. For 
the supine position, a plain, but well padded lit- 
ter is used. For the prone position the padded lit- 
ter is cut with a face piece and with an opening 
for the catheter. The patient's position is changed 
every two hours by placing a second padded litter 
on top of him and turning him between the two lit- 
ters which have been strapped together. 


Blood replacement and fluid maintenance. Whole 
blood should be administered intravenously whenever 
the RBC is lower than 4,000,000 and the Hb is below 
14 gns. In order to obtain the optimum urinary out- 
put of 2000 cc, a minimum fluid intake of 4000 cc 
per 24 hours is most important. In the event that 
this fluid should be administered intravenously, 
saline should not be used in excess of 1000 cc per 
24 hour total. 


Bladder Care: Urinary retention with overflow 
exists in the vast majority of patients with injury 
to the spinal cord. For the ultimate recovery of 
bladder function, it is of the utmost importance 

to prevent bladder over-distention and bladder in- 
fection. 


WITHOUT EXCEPTION, a Catheter (preferably size 16- 
18) should be inserted under sterile precautions at 
the first medical installation to which the patient 
is admitted and AS SOON as the diagnosis of cord in- 
jury has been established. 


Sedatives and Analgesics: In view of the necessity 
of earliest possible surgical intervention, it is 
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best to refrain from the use of sedatives and anal- 
gesics. Definite contraindications to the use of 
dorphine exist in the presence of cervical cord in- 


THE COMPLICATIONS OF ANTIBIOTIC THERAPY* 


Lt Col Carroll S. Svare, MC, Chief, Medical Service, USA 


in the words of Keefer’as anti-infective agents 

derived from microbes.” The word microbe cov- 

ers both the microphyte as well as the micro- 
z00n. 


NTIBIOTICS may perhaps be most simply defined 


Our popular concept of antibiotics stems from the 
introduction into therapy of penicillin, a product 
of the. growth of the fungus penicillium notatum. We 
have had a number of antibiotics on the market since 
the discovery of penicillin, some of which are also 
products of fungal growth and some of which are 
products of bacterial growth. 


Herrell* reminds us that Pasteur and Joubert in 1877 
wers aware that certain air-borne organisms inhib- 
ited the growth of anthrax bacillus and that they 
even suggested that this phenomenon of antibiosis 
might be of use in the treatment of infections, 


The first attempt to apply an antibiotic for the 
purpose of treatment was made by Bnmerich and Loew” 
in 1899. These authors suggested that the products 
of bacillus pyocyaneous could be used for treating 
anthrax and diphtheria. A great deal of research 
work was going on in the field of antibiotics witn- 
out causing much of a stir. Even Fleming's discov- 
ery of penicillin in 1928 went by with little pop- 
ular notice. 


It was not until the report of Chain and Florey* ap- 
peared in 1940 that real interest was aroused in 
‘antibiotics. These men were undoubtedly encouraged 
by the work of Dubos’ who had discovered tyrothrycin 
in 1939 and perfected the method of its extraction 
from cultures of bacillus brevis. It was the fail- 
ure of successful production and extraction of var- 
ious antibiotics previously discovered which had ac- 
counted for the lag of interest in these new anti- 
infective agents. Florey was able to get sufficient 
penicillin to treat animals and finally a case of 
human infection. Following his report Florey was 
invited and came to the United States in 1941. After 
consultation with many agencies and a lot of work 
by government and civilian technicians, the commer- 
cial production of penicillin was on its way and 
the age of antibiotics began. 


With the tremendous increase ia the use of the anti- 
biotics, many problems have arisen to confront the 
attending physician. 


The complications resulting from the use of antibi- 
otics are primary and secondary. The primary ones 
may be divided into those due to the reactions of 
the pathogenic microbe, and those due to the reac- 
tion of the host. The secondary complications may 
be divided into associated effects, and pitfalls 
fer the physician. 


MICROBE REACTION: Garrod’ writing of the reactions 
of bacteria to chemotherapeutic agents described 
these reactions as suppression, habituation or ac- 


*This paper was read at the Hokkaido Medical Confer- 
ence, Sapporo, Hokkaido, Japan, 16 May 1952. 
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jury because of the proximity of the pathology to 
the medullary respiratory center and to the roots 
supplying the diaphragm. 


Hospital, 8166th Army Unit 


quired resistance, dependence and stimulation. It 
is now quite generally agreed that antibiotics are 
bacteriostatic and sometimes also bacteriocidal. It 
is of interest to note that the first three antibi-. 
otics to become canmercially available, i.e., tyro- 
thryoin, penicillin, and streptomycin, are the only 
antibiotics which are bacteriocidal and then only 
in high concentration. The newer ones are only bac- 
teriostatic. All organisms are not affected the 
same, nor do they individually always react in a 
similar fashion. The reaction indsed depends on 
the particular strain of the organism, the environ- 
ment (whether in vivo or in vitro), the size of the 
dose and the duration of antibiotic therapy, just 
to mention a few. 


If the dosage is too small or continued over too 
short a time, we may find that we have eliminated 
the most susceptible strains and preserved the more 
resistant strain of the organism. This microbe will 
then flourish. It may be an organism which is nat- 
urally resistant to the antibiotic used or it may 
be one which was susceptible but which during the 
regime of low dosage had sufficient time to so alter 
its metabolism that it can now live and propogate 
in spite of the presence of the antibiotic. There 
are also organisms having an initial low resistance 
which rapidly acquire a strong resistance. 


In the phenomenon of dependence the organism may 
show still greater versatility by not only adjust- 
ing itself to the presence of the antibiotic but by 
actually depending on it for sustained growth. When 
the antibiotic is withdrawn the organism may die or 
be so altered that the defense mechanism of the body 
readily take over and the patient improves. 


Perhaps the most dramatic and paradoxical reaction 
of the organism is that of stimulation. Beeson 
states that there is good evidence that this effect 
is produced by antibiotic concentrations lower than 
those required to inhibit growth. If this is so, 
it is an illustration of the Arndt-Schulz law, which 
states that poisons are stimulants in small doses. 


Not enly do these physiological changes occur in 
the organisms but they also suffer anatomical changes 
in response to antibiotic therapy. I well recall see- 
ing this phenomenon first in response to the sulfo- 
namides. The gonococcus lost its characteristic 
shape and varied in its staining qualities after ad- 
ministration of sulfonamides. Many workers have de- 
scribed similar changes occurring following adminis- 
tration of antibiotics or during the culture of or- 
ganisms in vitro against ever increasing concentra- 
tions of antibiotics. The most remarkable report I 
have read told of the culture of staphylococcus in 
penicillin, After so many subcultures had been made 
against increasing concentrations of penicillin, the 
original organism now was bacillary in form. Another 
report told of bacilli subjected to the same tests. 
The bacilli became extremely elongated and distorted, 
looking more like filaments. 


One may well ask at this point, "What is the .mechan- 
ism of microbe resistance, and is it the same in all 
organisms?" The mechanism is not definitely known. 
It is not thought to be the same for each organism, 
nor is it the same for each drug. It may be concern- 


ed with certain onzyme systems or the assimilation 
of metabolites. It may be reversible or permanent. 
It may be by genetic selection or it may be a natural 
insusceptibility. A very interesting point is that 
at least in many instances of acquired resistance, 
the organism becoming resistant also becomes less 
virulent. Also, it is well known that sensitivity 
in vitro does not necessarily mean sensitivity in 
vivo. Perhaps the best example of this is diphther- 
ia. The organism is sensitive to penicillin in vitro 
but not in vivo. 


It was originally claimed that resistance to aureo- 
mycin and chloramphenical does not develop. Increases 
in resistance to these agents ranging up to about 50- 
fold in various species of gram negative bacilli have 
now been reported. Terramycin also behaves similarly, 
and it is interesting that organisms made resistant 
to it also became resistant to both aureomycin and 
chloramphenicol. Cocci and bacilli (especially pro- 
teus, pseudomonas and aerabacter) develop resistance” 
to aureomycin, chloramphenicol and terramycin. Ac- 
tively growing broth cultures of certain organisms 
contain an enzyme which destroys chloramphenicol. 


(“Eazyme A").’° 


Bacitracin has been used only topically until recent- 
ly. Meleney and his group have now studied its use 
systemically. It covers the same spectrum as peni- 
cillin and in many cases of penicillin resistance 
the organism is not resistant to bacitracin. Resist- 
ance to bacitracin in vitro has been induced in 
streptococcic of Groups A, B, and C and in staphylo- 
coccus aureus.” 


Neomycin, myomycin, viomycin, polymyxin, circulin, 
subtilin, subtenolin, bacillomycin and other anti- 
biotics have not been used on our service to date, 
therefore they are not a problem to us and will 
not be discussed at this time. 


It is immediately apparent that the physician must 
use every availeble means to determine the proper 
choice of an antibiotic. He should have at hand 
the experience of research. Brainerd's "Table of 
Susceptibility of Microbial Pathogens to Chemothera- 
peutic Agents" is a widely publicized and widely 
republished source. It was published by the Medi- 
eal Section, GHQ, FEC, in the Symposium on Military 
Medicine in the Far East Command, September 1951. 
Another table is found in TB Med 9, dated 22 June 
1951. These guides should be supplemented with 
vitro sensitivity tests performed in our laborator- 
ies, especially whenever there is doubt and whenever 
therapeutic response is not pranpt. It is our prac- 
tice on the Medical Service at the 8166th to request 
sensitivity studies at the same time that we get the 
cultures. In the event that our choice of an anti- 
biotic, which must sometimes be administered before 
cultures can be secured, has been wrong, we have 
wasted minimal time in ascertaining the antibiotic 
of choice. 


HOST REACTION: Most of the host reactions to anti- 
biotics are of an allergic or hypersensitive type. 
Hypersensitive patients are in general of three 
types. The first two have in common a circulating 
antibody, one type is heat stabile and the other 
heat labile. In the third type no demonstratable 
antibody is found in the circulating blood. Sensi- 
tivity to antibiotics usually fall into this group. 


To Penicillin: The allergic manifestations are per- 
ps most canmon in penicillin therapy. Reactions 

may appear within as short a period as one or two 

hours followirg penicillin therapy, or they may ap- 


pear two to three weeks following the termination 
of a prescribed course. Most manifestations are 
those of contact dermatitis or analogous to serum 
sickness. 


A few years ago a great deal of "id" reactions and 
a flaring up of old fungal affections were seen, 
such as tinea cruris and tinea pedes. In the last 
two years, less of this type and more of the urtic- 
aria and angioneurotic edema reactions have been 
seen. It is not known whether this is on the basis 
of a difference in age of the population we are 
dealing with or whether it might be due to a differ- 
ence in the purification of the penicillin adminis- 
tered. 


It is well to point out at this time that though 

the antihistaminics are a great help in controlling 
these allergic reactions to penicillin, they are not 
always effective, often requiring a great many days 
and sometimes weeks before the symptoms and manifes- 
tations subside. While visiting our hospital last 
year, Dr. Richard Kern, Professor of Medicine,Temple 
University School of Medicine, Philadelphia, Pennsyl- 
vania, pointed out an old remedy which I had not 
used for sometime. He suggested and demonstrated 
his own technique in autohemotherapy. We have used 
this method ever since because we found that most 

of our cases were cured or greatly improved in forty- 
eight hours. This represented a real saving in hos- 
pital man-days lost. We often use both autohemo- 
therapy and antihistaminics together. So far, for- 
tunately, we have not had a case so severe as to 
consider the use of ACTH or cortisone, as reported 
by Hensler, Wurl and Gillespie.’ 


It is well to remember that in cases of contact 
dermatitis from penicillin, so often seen in nurses, 
parenteral administration of penicillin is not pre- 
cluded. Only about 1% of such cases show systemic 
reactions to parenteral injection. Keep in mind 
too that many a case with a history of penicillin 
sensitivity will not react the second time. The 
longer the time between injections the less likely 
we are to have an allergic reaction. Also, the de- 
velopment of an allergic reaction does not necessar- 
ily mean discontimuance of penicillin. Many can be 
controlled while the drug is given. This is often 
important in cases where penicillin is by far the 
most efficacious antibiotic. 


A most encouraging note comes. from a report by Vol- 
ini et al, as referred to by Dowling.” The latter 
states that a recent study (Violini) demonstrated 
that penicillin O can be administered with impunity 
to patients sensitive to the regular form of peni- 


cillin. (Penicillin G). Doses are the same as for 
Penicillin G. 


To Strepromyes 3: Skin eruptions also follow the ad- 
stration streptomycin. However, they are 
usually transient and less severe than with penicil- 


lin. In event the eruption continues or becomes 
more severe, streptomycin should be stopped. 


Eighth nerve reaction manifested by vertigo, tinni- 
tus and deafness is the most important complication 
of streptomycin administration. In my experience 
this complication is not as common as it was five 
to six years ago, nor does it seem to come on as 
quickly. This may be due to a more highly purified 
product. Most of us have learned that dihydrostrep- 
tomycin gives less eighth nerve damage. At least 
one recent report’* discredits this statement as per- 
tains to hearing loss. When you check your patient 
for eighth nerve damage remember that many cases 
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have been missed because no such disturbances were 
perceived by the bed-ridden patient, even though ob- 
jective tests for equilibrial and auditory function 
revealed deviations from normal. Dihydrostreptonycin 
may injure the spinal cord when given intrathecally, 
therefore streptomycin should be given by this route 
even when dihydrostreptomycin is given intramuscular- 
ly. 


To Aurdomycin: The common toxic manifestations of 
aureomycin are nausea, vomiting, and copious, bulky 
loose stools. Scrotal and anal pruritis, vaginitis, 
conjunctivitis and glossitis have been reported, as 
has an occasional case of euphoria. Hypersensitivity 
reactions are few. Dowling states that the latter 
may occur with any antibiotic. 


To Chloromycetin: Chloromycetin may give rise to hy- 
seTaeasttet@ reactions, nausea, vomiting, subster- 
nal burning, gastric irritation and loose, bulky 
stools. They are not of serious import. (Editor's 
Note: Recent reports indicate aplastic anemia may 
result from chloramycetin therapy. ) 


To Bacitracin: Bacitracin and tyrothrycin and tyro- 
thrycin complex have not, to my knowledge, been 
found to cause hypersensitivity reactions." Bacitra- 
cin in some batches has been found nephrotoxic, pro- 
ducing albuminuria and other evidences of renal irri- 
tation. Tyrothrycin, a cominbation of gramicidin 
and tyrocidin, is hemolytic. It may be that more 
highly purified batches of these drugs will be found 
with less toxic effects, enabling us to use them par- 
enterally. 


ASSOCIATED REACTIONS: As a result of antibiotic 
therapy we too often win one battle but lose another, 
It is not enough to be concerned only with the erad- 
ication of the initial pathogen. Unless we remain 
alert we may well have other microbes join the bat- 
tle against us and outgun us before we have called 
for other antibiotics. 


My first experience along this line was in the treat- 
ment of chronic lung infection. At one time fully 
half my ward gradually developed chronic Freidland- 
ers infection of the respiratory tract. About two 
weeks following cessation of penicillin the Fried- 
landers bacillus was no longer found. In these in- 
stances no harm came to the patient. Since then I 
have seen Monilial overgrowth of the respiratory 

and gastro-intestinal tract take place following el- 
imination of antibiotic sensitive organisms from 
these locations. During local treatment of the 
mouth and throat by penicilin the normal flora is 
largely replaced by resistant coliform bacilli. Dur- 
ing penicillin treatment, for example, resistant 
bacteria may appear where there were no bacteria be- 
fore. This seems particularly likely in the G.U. 
tract. Garrod’ cites three cases under treatment 
for bacterial endocarditis in which urinary infec- 
tions due to Ps. pyocyaneous developed for no appar- 
ent reason other than the presence of penicillin in 
the urine. Such examples remind us to watch the 
patient and the microbe rather than the patient with 
the microbe. 


If one treats a patient for two weeks or longer with 
antibiotics such as aureomycin and chloramphenicol 
there will usually be an interference with the nor- 
mal production or utilization of Vitamin B, and also, 
perhaps, production of Vitamin K. 


This interference will be manifest by mucous membrane 
lesions resembling those of pronounced riboflavin 
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deficiency, by peripheral neuritis, optic neuritis, 
and gastrointestinal bleeding associated with pro- 
thrombin deficiency. Even x-ray changes in the in- 
testinal mucosa have been demonstrated. 


A number of patients have been sent to the hospital 
because of an incidental finding of glycosuria. In 
each case repeated urines ard a post-prandial blood 
sample were checked. There ‘was neither evidence of 
decreased sugar tolerance nor of glycosuria. It is 
not known what happened to cause the single urine 
finding. However, it is common pharmacologic know- 
ledge that Fehling's solution will turn green when 
heated with penicillin. Therefore, a divided urine 
sample was tested to which penicillin was added in 
one specimen, and it was found that Benedict's sol- 
ution will also turn green when heated with penicil- 
lin. This is interesting to speculate upon, and it 
is planned to run a series of penicillin treated pa- 
tients against controls to see if it is of signifi- 
cance. 


PHYSICIAN REACTIONS: Perhaps the most important 
complications that arise in the use of antibiotic 
therapy lie at the doorstep of the physican. These 
may be stated simply: 


Failure to do a complete physical examination: At 
least six times in the last 22 months we have had 
patients admitted for "fever of undetermined origin." 
Upon physical examination it was found that all 
showed recently acquired venereal disease with vis- 
ible manifestations thereof. Some had received pen- 
icillin prior to admission. 


Failure to make a correct diagnosis: Too many cases 
of fever are being treated with "shotgun" antibiotic 
therapy. Cases of poliomyelitis and meningococcic 
meningitis have been seen to come in after several 
days of antibiotic therapy for an upper respiratory 
infection. 


Failure to get cultures and sensitivity studies: Re- 
cently a case of staphylococcic pyelonephritis was 
treated, the initial culture of which prior to ther- 
apy was sensitive only to terramycin and aureomycin. 
It is quite likely that penicillin used against this 
staphylococcus would have been wasted as would have 
valuable time. 


Getting anxious to do something: We recently had a 
case of high remittent fever which on the sixth day 
developed the signs of complicated infectious mononu- 
cleosis but later proved to be infectious hepatitis 
subsequently complicated by mumps. Many an anxious 
physician would have been treating this case with 

one or two antibiotics. 


Failure to check for super infection: It is well 

to remember that in treating one infection you might 
lay the groundwork for a second organism which is 
not susceptidle to the antibiotic being used. No 
doubt some cases of so-called acquired resistance 
necessitating the addition of a second antibiotic 
are in reality super infections not diagnosed. 


Failure to know your synergistic drugs: It is not 
uncommon to find someone using penicillin and chlor- 
onycetin together. This canbination is not syner- 
gistic. This combination is less effective than 
penicillin alone and is contraindicated. 


Improper route of administration: Conscientious, 

good doctors have told me that rectal instillation 
of aureomycin.is effective. In adults it has been 
shown that neither aureomycin nor terramycin is ab- 


sorbed from the rectum. The respective status of 
chloramphenicol is not familiar to me, neither do I 
know whether infants can absorb any of these drugs 
per rectun. 


Avitaminoses: Be sure to give added vitamins to all 
patients placed on antibiotics for over a week. Fe- 
brile illnesses often require additional vitamins 
even though antibiotics were never used. 


Relapses: It is faily well established that if anti- 
biotic therapy is to be used it should be given for 
a minimum of 5-7 days, in order to avoid relapses. 
These occur usually through the development of a re- 
sistant strain which was not knocked out at the same 
time the patient showed clinical improvement. 


Check members of immediate family: Often in child- 
ren with repeated sore throats, tonsillitis and pneu- 
monias, it has been found that the mother and father 
may be carriers of the same or different organisms. 
Unless you examine them, all the patients may appear 
to be having relapses rather than reinfections. 


These are but a few of the pitfalls which mark our 
way as we pursue the infective agent with the anti- 
biotics of our present armamentoriun. 

BIBLIOGRAPHY: 


1. Keefer, Chester 8.3 Antibiotics, Yesterday, 
Today, Tomorrow, Annals of Internal Medicine, 
33: 582, 1950. 


2. Herrell, Wallace E.; Penicillin and Other Anti- 
biotic Agents, W. B. Saunders Co. 1945. 

3. Florey, H. W.j Penicillin, Its Development for 
Medical Uses. Nature. 153: 40-42 (Jan 8) 
1944. (Quotes Emmerich and Loew) 

4. Chain, E., Florey, H.W., Gardner, A.D., Heatley, 
N.G., Jennings, M.A., Orr-Hwing, J. and 
Sanders, A.G.j Penicillin as a Chemotherapeu- 
tic Agent. Lancet. 2: 226-228 (Aug 25) 1940. 

5. Dubos, R.J.j Bacterial Effect of An Extract of 
a Soil Bacillus on Gram-positive Cocci. Proc. 
Soc. Exper. Biol. & Med. 40: 311-312 (Feb) 
1939, 

6. Dubos, R.J.j; Studies on a Bactericidal Agent 
Extracted from a Soil Bacillus. 1. Prepara- 
tion of the Agent, Its Activity in Vitro. 

J. Exper. Med. 70: 1-10 (July) 1939. 

7. Garrod, Lawrence P.3 Brit. M.J. 1:205-210, 
Feb. 3, 1951. 

8. Beeson, Paul B.j; Yearbook of Medicine 1951, 
Page 10. 

9. Hensler, Nestor M. et als; The Use of Cortisone 
and ACTH in Treating Reactions to Penicillin. 
USAF Med. Jour. 111, 2: 199 (Feb) 1952. 

10. Medicine of the Year, 1950. Page 3. 

ll. TB Med 9. Antibiotic Therapy. 22 Jun 1951. 

12. Dowling, Harry F., and Lepper, Mark H.; Prac- 
tical Problems in the Use of Antibiotics. 
The Medical Clinics of North America. 36: l, 
247-261 (Jan) 1952. 

13. Editorial; Bacterial Versatility. Annals of 
Int. Med. 36: 1, 196 (Jan) 1952. 


ATHEROSCLEROSIS * 


lst Lt Joseph P. Murphy, MC, USA Hosp, 8162nd AU, APO 750 


HIS paper represents an effort to generally re- 

view and summarize the subject of arterioscler- 

osis, more specifically atherosclerosis, with 

emphasis to be given the development of re- 
search and clinical thought on this state and cur- 
rent ideas regarding diet in its genesis. Nothing 
contained herein represents original work, but rath- 
er the work of many investigators pledged to this 
study. 


My interest in this condition began soon after I, 
and some of my fellow medical officers, discovered 
to our apparent amazement that another of our med- 
ical group didn't encourage, yes even highly dis- 
couraged daily consumption of milk and eggs by his 
offspring. This seemed to us a breach of basic nu- 
tritional principles, and upon dutifully stating 
our feelings to that effect, we were politely, but 
firmly, directed to investigate the recent litera- 
ture on the possible evil consequences of overload- 
ing the system with cholesterol and fat containing 
foods. This is what I have attemped to do. A Sym- 
posium on this subject presented in the American 
Journal of Medicine from July 1951 through December 
of 1951 made this task much easier than might seem 
possible otherwise. 


It is appropos to note that arteriosclerosis in its 
various clinical forms is the number one cause of 
death in our country. It is also generally accepted 
that doctors have a greater propensity for exiting 
by way of the cardiovascular system. Thus it would 
seem highly desirable for us in the medical profes- 


*This paper was presented at the 2d Japan Logisti- 
cal Command Conference on Internal Medicine, Kyoto, 
Japan, 18 April 1952. 


sion to decide if it is wise to drink milk each day, 
have eggs for breakfast, pork for dinner and a rich 
cheese dessert after the evening meal and generally 
ingest fat, cholesterol and related substances well 
beyond our basic needs. I won't be able to answer 
this question, but much food for thought has been 
unearthed in recent medical research. 


Arteriosclerosis, simply stated, means hardening of 
the arteries, yet this definition is misleading in 
that the hardening, per se, is not the significant 
change that occurs. According to William Dock’, ar- 
teriosclerotic change takes place in four different 
ways. One way consists of atrophy of the media and 
replacement of the muscle and elastic fibers by col- 
lagen, occurring as a diffuse symetrical process, 
producing wide, long tortuous vessels as seen on 
the temples of many adults and particularly so as 
they advance in age. This change is not associated 
with a decrease in the lumen size of the vessel and 
hence does not produce vascular accidents or insuf- 
ficiency. 


A second type of arteriosclerotic change has been 
variously termed aortic mucinous degeneration, cys- 
tic degeneration or medial necrosis. This is most 
often found in hypertensive hypothyroid individuals 
and is significant in that it commonly precedes dis- 
secting aneurysm. Yet its significance is lessened 
by its relative infrequency. 


A third way is termed regenerative intimal thicken- 
ing, which occurs in arteries supplying tissues thst 
decrease in bulk and functional activity with age, 

making this a vascular atrophy of disuse. Two out- 
standing examples of this are the changes that occur 
in the blood supply of the ovaries after the meno- 

pause and in the brain, where disseminated cortical 
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atrophy occurs because of neuronal involution and 
death. 


The fourth major type of arteriosclerotic change 
listed by Dock is clinically far the most signifi- 
cant. This is atherosclerosis, which does not yield 
itself to etiological or clinical definition, and 
thus is, for the present, best defined in descrip- 
tive morphologic terms. Duff* defines it as a path- 
ological change affecting the intima of arteries 
that is characterized by focal thickenings of the 
intima in which stainable lipids can readily be 
demonstrated in and between the cellular elements. 
The lesions are highly variable and all extremes 
may be found, ranging from microscopic fatty flecks 
through to diffuse pleomorphic involvement, Also 
in age distribution, the incidence is variable. 
Changes have been found in the aortas of stillborn 
and newborn infants and range through to one hun- 
dred per cent incidence in the eighth decade. In 
our country, virtually every adult shows some de- 
gree of atheromatosis of the aorta, thus it would 
seem there is some type of inherent susceptibility 
in the human race, This is not true of mammals gen~ 
erally. The lesions of atherosclerosis were found 
to be exceedly rare in a study of 10,000 autopsies 
at the Philadelphia Zoo. Birds do have these chang- 
es, but not to sufficient degree to be symptom pro- 
ducing or the cause of death. 


Of note is the finding of atherosclerotic changes 

of the same morphology distribution and.severity as 
seen at post-mortem examination today in the arter- 
ies of mummies that were unearthed by archeologists 
working in the valley of the Nile some forty years 
ago. Man, it would thus appear, has been victim of 
atherosclerotic changes for thousands of years, and, 
as Kellner” states it, "if, as some think, the anxi- 
eties and tensions of modern life contribute heav- 
ily to the causation of atherosclerosis, it would 
seem that the builders of the pyramids were in their 
time as much a prey to anxieties and tensions as 
are the splitters of the atom taday." 


Factors such as race and sex have variously ascribed 
to the etiology of this disease. The low incidence 
of this change in Chinese and Okinawans has been 
cited frequently, but the poor keeping of vital steat- 
istics and the short life expectancy of these people 
make comparisons not entirely valid and the evidence 
for a definite racial difference for the time must 
be considered as not completely convincing. The 
lessened incidence and severity in the female of 

the species is well known,the condition only being 
comparable to the male when the female suffers from 
diabetes or hypertension. The increased life expec- 
tancy of the female can, in large part, be directly 
traced to her relative freedom from this threat. 


Two major questions, two broad avenues of research, 
present themselves to the investigator of athero- 
sclerosis. First, Why and how is cholesterol laid 
down in the vessel wall; and Second, Why is there 
selective localization of this process? 


That this was primarily a chronic inflammatory chang 
was one of the first etiologies ascribed to this con- 
dition. This opinion flowed mainly from the obser- 
vation that atherosclerotic change was so frequently 
an accompaniment of syphilitic aortitis. Soon a 
school of thought was built around the possibility 
that physico-chemical changes inherent in the aging 
of extracellular colloids lead to an accumulation 

of lipoproteins. Later it was considered that chem- 
ical and physicochemical aberrations of serum lipids 


and lipoproteins were fundamental to pathogenesis. 
And even more recently it has been thought that met- 
abolic activity of the arterial intima at the site 
of the atherosclerotic change may be the dominant 
causative factor. It may well be best considered 
that these various theories are not each without 
some merit, and rather than being contradictory, 

are complementary, each contributing something to 
the as yet unsolved problem of the exact etiology 

of atherosclerosis. 


As early as the time of Virchow, the fatty charac- 
ter and cholesterol content of the lesions was not- 
ed. The first crude chemical analysis was done in 
the early 1900's. This work received great stimu- 
lus from the discovery that atherosclerosis could 
be experimentally produced by feeding rabbits chol- 
esterol, and the demonstration that cholesterol and 
its esters were the major components of the ather- 
osclerotic lesions both in man and in the experi- 
mental animal. 


More recently the work of Gofman, Jones and associ- 
ates* at the University of California in Berkeley 
has deeply stirred research thought on this prob- 
lem and has opened hitherto unexplored avenues of 
approach. 


In developing a summary of these major contributions, 
first mention may be made of the use of the rabbit. 
This animal normally has a blood cholesterol level 
but one-third that of man, and it was found that if 
this level were elevated to that equal, or about 
equal, to that of man, an atherosclerotic state 
eventually ensued. In fact, it became evident that 
it was a sine qua non that hypercholesterolemia of 
some degree be present for the production of ather- 
osclerosis in the rabbit. This could be achieved 
by the simple oral feeding of high cholesterol con- 
tent foodstuffs or more rapidly by administering 
intravenous feedings of colloidal solutions of the 
substamce. 


These findings in the rabbit led to many studies 
trying to establish a similar evident relationship 
in man; yet in the vast majority of cases, either 
with or without clinically evident atherosclerosis, 
the blood cholesterol level is found to be normal. 
However, the observation was many times made that 

in diabetes, hypothyroidism, nephrosis, and xantho- 
matosis, conditions known to be associated with def- 
inite hypercholesterolemia, the patients have ather- 
osclerotic changes well beyond the average mean. 

So likewise was it noted that in many patients with 
coronary occlusions, frequently at an early age, 
there was a mild spontaneous hypercholesterolemia. 


It was then discovered that rabbits in whom an allox- 
an induced diabetic state had been produced, were 
not only not liable to atherosclerosis from a nor- 
mal diet, but actually did not become so afflicted 
when placed on-:high cholesterol diets. This even 
occurred in spite of the fact that extremely high 
cholesterol levels developed in same of the choles- 
terol-fed diabetic rabbits. This apparent contra- 
diction, certainly from the state as seen in the 
human diabetic, was explained as the result of the 
concommitant elevation of the serum phospholipids 
and neutral fat along with the cholesterol eleva- 
tion. When the diabetic state was treated with in- 
sulin, the,phospholipids decreased and the athero- 
sclerosis developed. Somewhat similar results 
were obtained with the use of the detergents Tween 
80 and Triton 20, in which the cholesterol was ele- 
vated, but so likewise the serum phospholipid con- 
tent, and the development of atherosclerosis was 


markedly inhibited. 


Clinically it was observed that many patients with 
coronaries at an early age and patients with the 
previously mentioned illnesses, diabetes, nephrosis, 
hypothyroidism, and xanthomatosis, those illnesses 
associated with a hypercholesterolemia, had a de- 
creased phospholipid to cholesterol ratio. Thus 
the conclusion has been reached that the signifi- 
cant factor may not so much be the total amount of 
cholesterol in the serum, but rather the instabil- 
ity of the cholesterol present, with serum phospho- 
lipid level playing an important part as a stabil- 
izing factor. 


Working with a device known as the ultracentrifuge, 
Gofman, Jones and co-workers first published their 
results on the existence and concentration of "de- 
fective” serum lipoproteins in 1950. This marked 
one of the major advances in recent years in ather- 
osclerosis research. The ultracentrifuge is an in- 
strument capable of producing forces many thousands 
to many millions times the force of gravity, and 
thus individual molecules can be made to undergo 
flotation if they are less dense than the solution 
in which they are being carried. Units of migra- 
tion rate have been established, named in honor of 
Svedberg, the scientist who invented the ultracen- 
trifuge, and, working on this basic principle, Gof- 
man, et al, have reported four basic classes of 
molecules existing in the serum. 


1. Species of molecules which migrate with Sf 
values greater than 75 Sf units. These include the 
well known chylomicrons that increase following a 
fatty meal; there has not been found a correlation 
between these and atherosclerosis in hunans. 


2. Species which migrate with Sf values between 
30-70 Sf units. These contain the major portion of 
the alimentary lipemia, some contain cholesterol, 
but their exact relationship to atherosclerosis re- 
mains unknown. 


3. Species of discrete classes between 10 and 20 
Sf units. There are at least three separate species 
of these, each containing approximately 30% choles- 
terol by weight, and appearing equally and definite- 
ly related to atheroscleroris in the human. Occa- 
sionally molecules of the Sf 20-30 range may be 
important. 


4. Molecules of the Sf 3-8 unit range. These 
molecules, carrying a major part of the serum chol- 
esterol, do not appear to be related to atheroscler- 
osis. 


Using a group of 1552 human subjects in which to 
study the Sf 10-20 molecules, Gofman found the fol- 
lowing results: In 230 males and 32 females with 
proven atherosclerosis, 91% of the males and 97% 

of the females showed the presence of Sf 10-20 mole- 
cules. No correlation could be found between the 
serum cholesterol levels in these patients and the 
concentration of Sf 10-20 molecules. In 872 men 
and 258 women without known disease, they found 
males, age 20-40, 51% had molecules in the Sf 10-20 
range, age 40-70, 59%; females, age 20-40, 26%, age 
40-70, 56%, and the authors concluded that "the in- 
cidence and concentration of such molecules in the 
blood of our presumably normal individuals are in 
agreement with the data reported in the literature 
on the incidence and degree of atherosclerosis 
found in autopsy material as a function of age." 
And it was noted that individuals with diabetes, 
coronary insufficiency, the nephrotic syndrome, 


hypothyroidism and hypertension have a higher in- 
cidence of Sf 10-20 molecules than normal individ- 
uals in the same age group. In particular, the 
concentrations of the molecules are higher. 


Regarding the factors that change the Sf 10-20 iev- 
el,it was found that a single meal exerts no demon- 
strable effect, but that the great majority of in- 
dividuals placed on a low-fat, low-cholesterol diet 
for a period of 16 weeks showed consistent trends 
to lower levels. Some individuals showed change as 
early as two to three weeks. The diet total intake 
of cholesterol was 200 mgm or less each day and the 
total of animal or vegetable fats was about 50 Gm. 
per day. This is considered to be a most unpalat- 
able diet. Once removed from this diet regime,most 
individuals had a rise in the concentration of these 
molecules in a period of four weeks, 


The conclusions of Jones, Gofman and co-workers,may 
be generally summarized as follows: 


1. There is a strong positive correlation between 
the development of the Sf 10-30 class of lipopro- 
teins and the rate of development of atherosclero- 
sis. Total serum cholesterol is positively related 
to such development only when the increase is in the 
Sf 10-30 class. 


2. The overall correlation of Sf 12-20 lipopro- 
tein level with atherosclerosis is two to four times 
as great as that for serum cholesterol levels with 
atherosclerosis. 


3. One year follow-ups of patients with coronary 
artery disease indicate that early recurrence of my- 
ocardial infarction is significantly associated with 
elevated Sf 10-20 lipoprotein levels. 


4. In acute myocardial infarction, the prognosis 
for survival is worsened with highly elevated Sf 12- 
20 lipoprotein levels, as determined during the 
acute phase. 


5. Follow-up studies indicate that the reduction 
of Sf 12-20 lipoprotein levels by dietary restric- 
tion of fats and cholesterol gives a significant de- 
gree of protection against recurrent myocardial in- 
farction in patients with coronary artery disease 
whose levels before dietary restriction ranged above 
80 mgm per cent. 


Lewis and Page confirm these results, and the major 
dissenting opinion has come from Keys working at the 
University of Minnesota’, who states that the "only 
reason G molecules (Sf 10-30 range) have any discrim- 
inating power is because they are imperfectly related 
to total cholesterol." On animal experiments, Keyes 
attempts to show by calculating correlation coeffi- 
cients that "neither measurement is a very precise 
predictor, and certainly G is not better than choles- 
terol." He adds that it "is rash to judge on the ba- 
sis of present scanty information." 


Many drugs have been tried in hopes they might bene- 
ficially influence a change. Notable amongst these 
have been the lipotropic agents, alcohol, and more 
recently, heparin. Morrison ® in Los Angeles claims 
definite advantages in treatment of coronary patients 
with choline, but many other groups feel equally as 
strong that it is of little or no benefit. During 
the last century it was thought that alcohol promo- 
ted arteriosclerotic change, but during this century 
the opposite opinion has gained ascendancy. However, 
before any individual allows his enthusiasm to mis- 
Jsad him in this possible prophylactic measure 
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against atherosclerosis, it bears mentioning that 
only has it been proven that alcohol is effective 
against the atherosclerotic lesions when employed in 
concentrations used in histologic preparations. 


It has recently been demonstrated that heparin can 
profoundly influence blood lipid transport in the 
rabbit and in the human. It is, in fact, the only 
pharmacologic agent which rapidly shifts the lipo- 
protein pattern in humans in the direction of nor- 
mality. Jones and Gofman consider the possibility 
that a deficiency of heparin or a heparin-like sub- 
stance may be involved in causing the basic lipid 
metabolic defect in humans. Much research on this 
fascinating concept, with its clinical implications, 
is being conducted at present. 


Regarding the second major approach to the problem 
of atherosclerosis, why there is selective locali- 
zation of the process, even less is known. Areas 

of injury predispose to change. Sites of stress and 
strain have been studied, and examples such as the 
occurrence of atherosclerosis of the pulmonary arter- 
ies in conjunction with pulmonary hypertension, em- 
phasize the possible role these factors may play. 
The propensity of syphilis to enhance the develop- 
ment of atherosclerosis of the aorta is a well known 
example of the effect of a vascular injury in man. 
Increased or decreased rates of permeation of the 
lipids into the initial wall may play a part. Noth- 
ing definite is known regarding the part played by 
intracellular and extracellular affinity on the part 
of intimal cells for the plasma lipids. Imponderable 
and nebulous terms such as "anoxia" and "disturbed 
nutrition" have been used in reference to possible 
disturbed metabolic activity on the part of the ar- 
terial intima. All this indicates that nothing def- 
inite is known of the means by which lipids enter 
the intima or how they become fixed there. 


This has been a very general survey of the problem 
of atherosclerosis. Much confusion exists; so very 
much remains to be learned. Yet the findings of the 
past few years attest, to the profound stirrings per- 
ceptible in this field. Defeatism and hopelessness 
are giving way to optimism that eventually preven- 
tion and even treatment may be attainable. The de- 
cision of whether, in our present state of knowledge, 
longevity per se is worth the price of depriving 
oneself of dietary pleasures is a matter of each in- 
dividual's philosomhy and personal conscience. 
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Admission Rate(all causes), U.S. Army Personnel, Far East Command (se 122°) 
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Admission rates per 1,CO00 troops per annum, Amy personnel, for the five-week period ending 30 April 1952, 


were as follows: 


FEC 
All Causes 548 
Diseases 440 
Injuries 89 
Battle Casualties rg 
Psychiatric 19 
Common Respiratory Diseases and Flu 126 
Primary Atypical Pneumonia 2.9 
Bacillary Dysentery 002 
Amebiasis 267 
Malaria, new 6.1 
Infectious Hepatitis 7.0 
Dermatophytosis 4.8 
Rheumatic Fever 229 
Venereal Diseases 208 
All Causes 18 


ME disease 


= non battle inj. 
#2 battle cas. 


1951 LAST_SIX_MONTHS-1951 


Health of the Far East Command for the month of 
April 1952 (unless otherwise specified) refers to 
Army personnel only. 


ADMISSION RATES: 


All Causes: In keeping with normal seasonal trends, 
the general health of the command improved slightly 
during April, the overall annual rate dropping to 
548 admissions to hospital and quarters per 1000 
troop strength. This reflects a reduction of 10% 
below the March rate. This figure is virtually the 
same as the rate in "pre-Korea" April of 1950 and 

is only one-half of the admission rate of April last 
year. 


Disease: Likewise in keeping with seasonal trends, 
a 13% drop in the incidence of disease, to a rate of 
440/1000/annum, was the primary cause in FEC's im- 
proved health picture. This reduction was shown in 
all major commands with the exception of PHILCOM(AF) 
where a 56% increase was noted, principally in non- 


JAPAN KOREA PHILCOM (AF) RYCOM 
600 538 418 336 
525 409 368 293 

75 99 50 44 
0) 30 0 10) 
15: 21 6.2 8.6 
187 102 56 61 
2.2 3.4 te) 072 
047 027 1) ie) 
056 077 0 0 
9.4 0) 072 
7.4 6.5 6.2 ll 
5.7 4.2 25 5.7 
19 256 ce) 0 
268 187 106 104 


DAILY -NON-EFFECTIVE RATE 


35 9.8 34 8.5 


DISEASE, NON-BATTLE INJURY & BATTLE CASUALTY 
(per 1000 per year) U.S. ARMY PERSONNEL, FEC 


JAN- 1952. FEB - 1952 MAR ~1952 APR-1952 MAY- 1952 JUN-1952 


contagious diseases. (In this instance, the Amy 
strength in PHILCOM (AF) is relatively so low that 
an increase in only a few cases caused a severe in- 
crease in the Sa A 20% drop in colds,influenza, 
and pneumonia more than offset increases in the in- 
cidence of measles, mumps and malaria in Korea and 
thus resulted in a lowering of the overall disease 


‘rate. Venereal disease for the command rose 13% to 


a rate of 208/1000/annum, the increase coming en- 
tirely in Korea, with other commands showing slight 
decreases. The high rate in Japan is a reflection 
of the high incidence of venereal disease in the 
training units of the XVI Corps. Malaria showed a 
sharp increase in Korea andJapan. In repetition 
of the seasonal fluctuation shown in 1951 when the 
incidence predominated during the period April thru 
September. Evidence indicates that all cases re- 
ported in Japan were actually infected in Korea. 
Hemorrhagic fever, as expected, has again been ex- 
perienced in Korea with 9 confirmed cases reported 
(compared to none in March). Provisional May re- 
ports show 54 unconfirmed cases. No epidemics were 
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réported in the command and there was no unusual in- 
cidence of digestive tract infections. 


Nonbattle Injuries: The slightly upward curve of 
admissions in this category continued during April 
with a rate of 89/1000 reported for FEC. Both PHIL- 
COM (AF) and RYCOM showed reduced rates; however, 
in Korea the rate went up 3% and in Japan the rate 
jumped 15% to 75 per 1000, the highest point since 
December 1950. In the nonbattle injury group, ap- 
proximately 72% of the admissions were caused by 
motor vehicle accidents and 63% were the result of 
athletics. A comparison of the admission rates for 
Korea and Japan is shown below: 


ADMISSION RATES 
Motor Vehicle Accidents 


Only 10 cold injury cases were reported in FEC dur- 
ing April, compared with 53 cases in March, thus 
virtually signifying the end of the cold injury sea- 
son for 1951-52, 


Battle Casualties: Admissions resulting from combat 
wounds or injuries increased in Korea to a rate of 
30/1000/annum, from 22 in March. 


DAILY NON-EFFECTIVE RATES: 


The downward trend of non-effectiveness continued 

in April with an "all causes" rate of 18/1000/day 
being recorded for FEC, resulting in 10% fewer non- 
effectives as compared with the previous month."All 
causes" rates for Korea, Japan, and RYCOM reflected 
similar percentage declines, while PHILCOM (AF) re- 
mained unchanged. The following chart indicates 

the distribution of non-effectives (number of man 
per 1000 not available for duty for medical reasons): 


Battle Casualties 


Japan 
Korea 
FEC 


Japan 
Korea 
FEC 


DISEASES: 


Common Respiratory Diseases and Influenza: It now 
appears that the peak of the respiratory disease 
season was reached in March and the incidence trend 
is downward again. A 20% decrease in this disease 
group was recorded in April, with the FEC admission 
rate dropping to 126/1000/annum. The pneumonia 
group of diseases reflected a similar change, a de- 
crease of 25%. Of interest, is the observation 
that while Korea, PHILCOM (AF) and RYCOM all fit 
into this general picture, Japan's incidence con- 
tinued to go contrary to the seasonal pattern, with 
a rise of 4% being reported. (Provisional telegraph- 
ic reports for May show a drop in the respiratory 
disease incidence in all commands, thereby indicat- 
ing that seasonal peaks have been reached). 
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Psychiatric: Little change was reported in admis- 
sions in this group. The FEC rate rose from 18 to 
19/1000/annum as the result of a change in Korea 
from 20 to 21/1000. Japan's rate remained unchanged. 
(Provisional May figures indicate a further rise in 
the Korean rate, accompanied by little or no change 
in Japan). 


Infectious Hepatitis: While the incidence of this 
disease rose from 5 to 7/1000/annum during April, 
the rates continue to be low and only reflect ap- 
proximately one-fourth of the incideme recorded 
during the same months last year. 


Malaria: In keeping with normal seasonal trends, 

the FEC rate of admissions for malaria rose during 
April from 3.0 to 6.1/1000/annum, double the rate 
for March. (Provisional May figures, directly fol- 
lowing the seasonal picture, are again almost double — 
the rate for April). 


Venereal Disease: FEC's "new" venereal disease 
cases rose slightly from a rate of 205 in March to 
208 in April. This increase was due to higher rates 
in Korea, both among white (up 7%) and colored 
troops (5%). Each of the other commands showed 
slight declines in venereal disease. Divisional 
rates for Korea and Japan are broken-down as fol- 
lows: 


AREIININS TRY QOCUINY PMUPmation 


DEATHS: EPIDEMIC HEMORRHAGIC PEVER: 

"All Causes" hospital deaths in April reflected a During the period January 1 - 3] May 1952, 184 cases 
rate of 1.1 per 1000 troops per annum, unchanged of epidemic hemorrhagic fever have been reported by 
from March. In addition, a rate of 1.9 deaths per the Eighth Army, with 6 deaths, a case fatality rate 


of slightly over 3%. 
1000 were carded-for-record. Of the total deaths 


reported by medical facilities, including both hos- All cases of suspected epidemic hemorrhagic fever 
are being evacuated from Divisional areas by heli- 

pital and carded-for-record deaths (not including dopter to the 8228th MASH, located seven miles north 

KIA), the following percentage breakdown occurred: of Uijongbu. This hospital is manned by medical of- 


ficers of proven ability, most of whom had exper- 
ience with this disease last year. Intensive ef- 
forts are being made to establish firm criteria for 
A B C diagnosis and to determine the most effective method 
of therapy. To date, early hospitalization through 
evacuation by helicopter to avoid unnecessary trauma 
through transportation over rough roads, and symp- 
tomatic treatment based on knowledge gathered last 
year, together with unceasing nursing care, have giv- 
- en good results as shown by the fact that the case 
= fatality rate is approximately one-third of that 
- experienced during the early part of the outbreak 
Lapa last year, and approximately one-half of that ex- 
Total 100% | 76% | 23% 1% - perienced throughout the entire outbreak last year. 


by 
Disease 


Nonbattle Injury 
Battle Casualty 


HOSPITALIZATION: (These data cover all patients, Army, Air Force and others). 


The bed status as of 30 April 1952 was as follows: 


Average Beds Occupied 
All Patients Army Setionte 


Designated Operating Amy USAF Navy 
Beds Beds Hospitals Hospitals Hospitals 
Japan 13,250 10,600 4,042 124 eH 
Korea 5,400 5,579 2,124 6 36 
PHILCOM (AF) * @) 0 10 41 0 
RYCOM 400 344 214 0 _0 
FEC 19,050 16,523 6,390 171 37 


In Korea there were 13,000 PsW operating beds, 7,325 of which were occupied by PsW and 1,520 occupied by civ- 
ilian internees. 


*Patients remaining in Army Hospital on 3 April were transferred to Air Force Hospital, Clark Air Force Base, 
on 4 April 1952. 


The percent of designated beds and operating beds in Army Hospitals occupied as of 30 April 1952 was as fol- 


lows: 
Percent of Designated Beds Occupied Percent of Operating Beds Occupied 

Japan 31 38 

Korea 39 38 

PHILCOM (AF) 18) © 0 

RYCOM 54 $2 

FEC 34 39 

EVACUATION: 


Tabulated below is the number of patients evacuated from the major commands during the five report weeks 
ending 30 April 1952: 


Evacuated to the Zone of Interior Other United Nations 
Amy Personnel Evacuated 
Personnel Others Total to Their Homelands 
Japan 666 44 710 257 
PHILCOM (AF) 2 0 2 ~ 
RYCOM 90 435 133 ~ 
FEC 758** 87 845 257 


**Includes 30 Army patients hospitalized in USAF Hospitals. 
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The Chief Surgeon extends an invitation to all Far East 

Command medical personnel of the U. S. Army, Navy and Air Force, 
or of the United Nations, to prepare and forward 

with view to publication, articles of professional or 

administrative nature. It is assumed that editorial privilege 


is granted unless author states otherwise. 


Capte Charles Ae Copeland, MSC 


EDITOR 


